Miss D., aged 21, was brought to me by Mr. Douglas Gabell, complaining of facial deformity. This is made up of the following elements: The chin is prominent and directed to the right. The left half of the face from the malar to the lower edge of the mandible is much longer than the right, and the lower border of the left mandible makes a heavy curve downwards between the symphysis and the angle. The lower edge of the right mandible is convex outwards, and gives too great a prominence to this region. The mouth is asymmetrical, especially in action, and this is obviously due to the greatly increased depth of the left mandible below the angle of the mouth, which renders the lower lip too short easily to meet the upper. Thus the patient can often be seen sitting with the left halves of the lips considerably separated. If the tissues of the chin and cheek are gently pressed upwards, so that the lip is freed from the downward traction of the jaw,
its movements at once become normal. The mouth opens freely and smoothly; there is no obvious swelling over the temporo-maxillary joints. The front teeth are of poor quality; all the upper incisors and left canine are loose and tender; the gums are retracting. The bite, as regards mere alignment, has been wonderfully preserved, the teeth in the right mandible having all acquired a slope towards the mid-line, but the lower molars touch the uppers only by their outer edges. The gap between the lower centrals is directed upwards, and to the left of that between the upper centrals. All four first molars have been removed, and this on the right side has facilitated the displacement of the second and third lower molars noted above. Measurement of the mandible gives the following results: From condyle to angle, left 3 in., right 2 in.; from angle to symphysis, left 4 in., right 44 in., measured along the curve in each case. The fingers show that the left condyle is enlarged and that it goes back far in the glenoid fossa; the enlargement does not seem to be great. The left angle is open and rounded. In front of the angle the lower border becomes very thick and downcurved, whilst the right lower edge is also thick and convex outwards. The left mental tubercle forms the " point " of the chin. The right angle, ramus, and condyle appear to be normal. The depth of the tooth-bearing portion of the left mandible is greatly increased.
The history is that the deformity began at about 14 years of age with a " dropping" of the left mandible-i.e., projection downwards of its lower edge. Then the chin deviated to the right, and slow progress has since been maintained in both directions. No cause is assigned. The patient was very rickety, and did not walk till she was aged 3. Her first teeth were mere shells. At the age of 3 she knocked out both upper centrals in a fall from a carriage. When aged 8 she struck the left side of her face against a fence in a fall from a swing; but no severe pain and no bruise resulted. As long as she can remember she has suffered much from toothache. At the age of 13 she had three abscesses apparently connected with some left lower tooth; one was opened through the skin l in. below the left angle of the mouth, the others burst into the mouth. Except measles she has had no illness requiring treatment. Her joints and bones in general appear to be normal. Everything in this case seems to place it in that small group (about nine recorded) characterized by enlargement in the neighbourhood of one or other condyle of the mandible; almost all the cases have been treated by excision of this condyle, and the excised portions have all shown more or less enlargement by the addition of true cancellous bone covered by the usual dense surface lamina, often with marked irregularity of the surface of the bone, and also of the articular surface. The largest condyle was found in Heath's case-14 in. by 1 in. The newly developed bone is absolutely continuous with that of the ramus. Some have regarded the overgrowth as a sort of diffuse osteoma; others as inflammatory; others, going further, have attributed the changes to rheumatoid arthritis. In only one case was rheumatoid arthritis of other joints present. I do not know of lengthening of other bones produced by rheumatoid arthritis, nor have I any clear conception of how lengthening of the neck of the adult jaw is produced. I presume that it must be by direct ossification of the abnormal tissue capping the condyle in these cases. But given the increased length of one ramus, the changes I have described in the arch of the mandible, affecting primarily, as they do, its strain-bearing portion or base, are probably not due to disease but to muscular effort trying to preserve the bite, and this effort has been more successful than usual, because it was made upon a still growing mandible.
With regard to treatment, it is clear that removal of the left condyle and neck will not efface this deformity, and particularly not the deformity of the lip. The bite will, I should imagine, be altogether thrown out. I should greatly appreciate the advice of this Section as to the best way to deal with the teeth. Should those in the left mandible be removed to facilitate return of the jaw to the normal position and not be replaced by a denture, so that the left jaw may atrophy and yield more readily to modelling force ? How long are these likely to take to produce a reasonably good cosmetic result ? Should the lower edge of the left mandible be excised ? These are questions I would gladly hear answered.
DISCUSSION.
Mr. J. F. COLYER said he had had an opportunity of seeing the case two days ago, and he did not see how a good result was to be obtained unless the teeth were removed. As he had pointed out at the time, a good many teeth already showed signs of periodontal disease. When he saw the case it seemed to him a little doubtful whether simply removing the condyle would help the mandible to move up sufficiently, and he suggested to Mr. Boyd that he should remove sufficient of the ascending ramus to allow the superior border of the mandible on that side to come up to a higher level than that on the opposite side. By this means a better result from an esthetic point of view could be obtained.
Mr. STANLEY MUMMERY thought the removal of the teeth would not quite correct the deformity, because the muscles were elongated on that side, and until they had contracted there would be no tendency for the cut end of the jaw to be drawn up into the socket. It seemed to him that some form of skulland-chin cap would be necessary to hold the mandible in position until the muscles had contracted sufficiently to hold it by themselves.
Mr. STURRIDGE said he had examined the mouth and noticed that the teeth in the superior maxilla were very much lower on one side than on the opposite side, probably the depth of half the crown a tooth lower on the affected side than on the normal side. It would be impossible to do anything without removing those lower teeth and also the alveolus, and, to bring it nearly to a level, a very large operation on the condyle would be necessary as well.
Mr. MOUNTFORD said it seemed to him, if any teeth were extracted at all, it would be much better to remove upper teeth, because dentists could far more satisfactorily replace lost upper teeth than lower. He was a little surprised to note that Mr. Boyd considered the condition was due to overgrowth of the condyle. He would have expected to see the articulation of the teeth very much more disarranged than it was; in fact the teeth on the affected side articulated better than on the other. It certainly seemed a very curious case. There appeared to be some loss of tissue on the right side, and the whole jaw seemed as if it might have been slewed round by the muscles being stronger on one side than on the other. It seemed to him, as the last speaker had pointed out, that, the upper teeth being on a lower level on one side, it would be far better to remove the upper teeth than the lower. It was a question of rearrangement of the articulation of the teeth, trusting to get a good result.
Mr. H. LLOYD WILLIAMS said the case was an extremely interesting one.
It was not the alveolar bone so much as the base of the mandible that seemed to be hypertrophied. The skiagram showed that the lower portion of the jaw seemed to be very much overgrown. If that was the case, and taking it also that the condyle was lengthened, he thought any extraction of teeth and removal of the condyle without dealing with the base of the lower jaw itself would certainly not cure the deformity. The bite now was quite good. Whether, as had been suggested, the original irritation which caused the growth was due to chronic septic periodontitis was also open to doubt, because the new growth included the ascending as well as the horizontal ramus. He quite agreed with Mr. Sturridge that the upper teeth were much lower on the left than on the right side, but that might be explained by the fact that the condyle had increased in length, and that there was a compensatory effect in the maxilla to preserve the articulation of the teeth.
Mr. F. J. BENNETT advised Mr. Boyd to follow the plan that was often adopted in cases of fractured jaw-namely, to take a model of the upper and lower jaw and all the portions concerned, saw the model up in various ways and put it together again in as nearly an ideal condition as possible. It was wonderful what a number of hints one obtained from that procedure.
Mr. STANLEY BOYD, in reply, thanked the members for the kind way they had considered the paper and given him the benefit of their experience. He had been very interested in Mr. Sturridge's remarks, as he had not noticed the downward curve of the left upper jaw. It was a very interesting thing, and emphasized the point which he laid stress upon in the paper-namely, the extraordinary way in which the bite bad been preserved. Clearly, if, as he believed to be the case, the left ramus was elongated, the lower teeth would be removed from the upper, and the upper would therefore be unopposed, and a downward growth would take place. That seemed to him to be what had happened. The lower jaw did what it could to meet the defect, and the upper helped out. With regard to the removal of the teeth, he gathered that the majority of those who had spoken were in favour of removal of the teeth in the left mandible; some apparently would trust to that alone, while others would add the removal of the alveolus. But he did not think even this would be sufficient; for measurement showed the left ramus to be about 1 in. longer than the right. The primary trouble was undoubtedly below the left condyle; so this would have to be dealt with. Mr. Mummery suggested that if the condyle and teeth were removed, the muscles, being elongated on that side, would fail to bring the jaw back into position. He did not think that would be the case. The muscles, being strong and active, would very soon draw the jaw up and back. Upon the question of removing teeth, Mr. Mountford suggested that the upper teeth should go because they were the ones most easily replaced. Mr. Boyd thought there would be but little room, when (if ever) the change had taken place, for teeth of any size upon the left side; in all probability there would be room only for a chewing block. As the removal of the teeth in the lower jaw would allow the jaw to move freely on the upper, would tend to produce atrophy of the lower jaw, and would thus favour its re-modelling, he thought he would be in favour of removing the lower teeth, as Mr. Colyer first of all suggested. Mr. Bennett's advice-to make a model of the jaw, cut it up, and see what could best be done with it-would often be very useful; but here disease in the neighbourhood of the condyle fixed the treatment. He thought the best thing would be to suggest to the patient removal of the condyle and the teeth, and then wait and see what the result was. If she still retained the arching down of the left mandible, that could be removed later on. He had also been very much interested in Mr. Lloyd Williams's remarks, and was in general agreement with them.
A Case of Fracture of the Mandible set with a Silver Splint made by the Casting Process.
By C. SCHELLING, L.D.S.
ALTHOUGH I am aware that there are practitioners who can, as the result of large hospital experience, satisfactorily put up a fractured mandible with a few pieces of iron wire in a very short time, yet I trust that the case I am about to describe may not be without interest to those persons who are liable at any time to be called upon in the expectation that they will be able to render material aid to the medical practitioner in charge of such a case. On the evening of April 28, 1909, I was sent for by Dr. G. C. Ouseley, of Blackheath, to see a patient of his, a gentleman aged 41, who, when slowly cycling along behind a tramcar, was run into by another cyclist, of the scorching type, who suddenly came round the car in the opposite direction, and appears to have struck the patient on the right cheek with his head and disappeared. The patient did not lose consciousness, but directed a cabman to drive him home. On the way he obtained crepitus, and also diagnosed a dislocation on the left side, and from the great displacement of the parts considered himself to have lost a tooth, and regretted having left it behind. The fracture was compound into the mouth and considerable hemorrhage took place. On his reaching home Dr. Ouseley was sent for and promptly applied a bandage, and attempted to find me by telephone, but it was not until two hours later that I arrived.
The fracture was vertical through the symphysis, something like crepitus was also found somewhere near the left angle, and if any dislocation had taken place it had been reduced. The parts of the
